Increased attention to the civil rights of general psychiatric patients has been an issue for over 30 years. Similar processes in forensic settings have been slower, because of safety and security needs. This paper explores the development of patient autonomy, as well as rates of violence and escape incidents, in a Norwegian high-security forensic psychiatric ward over an 18-year period. A historical documentary method was applied using quantitative and qualitative data. Multiple sources were analyzed, including focus group interviews among current and former staff, reviewing of official documents and staff notes, and examination of records of violent incidents and escapes. Several indicators of increased patient autonomy were found. These were paralleled by more dynamic and individualized routines for treatment and managing risk, new laws, and changed staff characteristics over the study period. Violent incidents decreased, and frequency of escape has remained low. We conclude that maintaining security is compatible with increased patient autonomy and a more normalized everyday life in forensic settings. We infer that changes in patient-staff interactions, related to implementation of relational and dynamic security, may have influenced the process toward increased patient autonomy.
patients, staff, and the public. Patients' experience of "unfair restrictions" and disrespect are voiced as a major source of patient frustration and patient-staff conflicts in forensic settings . Loss of civil legal rights is a key issue in many of these patients' lives, with corresponding administrative rebuttals from staff for restrictive and coercive measures in risk management. Yet, patients with high security needs have previously committed very violent, even deadly, acts -and the public expects protection from such repeated behavior.
There is considerable variation in use of coercion among psychiatric institutions, which suggests that the extent of such measures is related to contextual factors such as ward management and broader cultural issues (Bremnes, Hatling, & Bjørngaard, 2008) . Different conceptual and practical factors may contribute to avoidable high level of coercion. Static conceptions of risk may perpetuate rigid risk management, encouraging environmental and procedural safety at the expense of relational measures (Kennedy, 2002) . Disciplining and sanctioning attitudes related to authoritarian ward cultures may encourage restrictive practices (Duxbury, Bjørkdahl, & Johnson, 2006) . Strong enforcement of ward rules, combined with limited understanding of patients' points of view, may contribute to power struggles (Alexander & Bowers, 2004; Harris & Morrison, 1995; Morrison, 1998) . Anxiety among staff faced with threatening situations may lead to exaggerated interventions (Whittington & Wykes, 1994) . Resource scarcity, in the form of lack of competently trained staff may allow ineffective methods to be maintained, with modest treatment responses and generalized pessimistic and custodial attitudes as results.
Steps taken to improve the balance between risk and patient autonomy may address management of inpatient violence as an important ward security measure. Contextual determinants of violence are considered easier to influence than individual factors. Therefore research on staff-patient interaction, staff skills and behavior, ward structure and organizational management practices is of interest (Gadon, Johnstone, & Cooke, 2006) . Recent developments in understanding institutional violence point to options for changing disproportionate coercive ward management practices . These relate mainly to standards of psychosocial and medical treatment, work milieu, and staff competence.
Aims of the Study
The main aim of this study was to describe changes in patient autonomy, ward management and patient violence during an 18-year period in a forensic high-security psychiatric ward. Possible causal factors for changes will be considered.
METHOD
This study examined the development at a ten-bed highsecurity ward (opened in 1989) , that serves the southwestern region of Norway, comprising nearly a million inhabitants. The ward was responsible for the patients with the highest security needs and highest treatment needs in the region (Urheim and VandenBos, 2005) . The admission criteria are severe mental illness combined with severe risk of violence.
Different aspects of restrictions of patient autonomy were assessed, such as frequency of use of coercion risk management techniques, extent of mandatory treatment, granting permission to leave the ward alone, access to personal items, and engagement in normal activities. Changes in autonomy may have been brought on by alterations of regimes and treatment programs, organizational changes, staff culture and professional development, and legislative reforms. Aspects of these factors were assessed retrospectively by available data. Rate of violence and escape per year are presented to assess possible adverse effects of increased patient autonomy. While reductions of adverse incidents has always been a main goal in high-security settings, increased patient autonomy has not been an explicit goal prior to legal changes that mandated that this factor be incorporated into treatment planning and ward management.
This study is based on several sources, both documentaryhistorical and field styles (Brown, 1999; Miller & Crabtree, 1999) , validated by data converging in a triangulating way. It also is coherent with case study research as described by Yin (2009) , as it describes development of patient autonomy in a real life context where the boundaries between variables and context are unclear.
The data consist of quantitative data, archival data, records, routines and guidelines, as well as qualitative data from descriptions and judgments of ward staff. These have been examined in order to describe the development of the ward. The following data sources, methods, and types were used:
1. Patient files with diagnostic information by the ICD-10 Classification of Mental and Behavioural Disorders (1992) , demographic and administrative information and risk characteristics by Psychopathy Checklist-Revised (PCL-R; Hare, 1991) and HCR-20 (Webster, Douglas, Eaves, & Hart, 1997) were used to evaluate stability of the patient characteristics. Patients admitted before 1997 were assessed both by file and personal knowledge. Aggressive incidents, inside and outside the ward, were assessed by Staff Observation Scale (Palmstierna & Wistedt, 1987) and later its revised version SOAS-R (Nijman, Muris, & Merckelbach, 1999) . The aggressive incidents used in this paper are defined by scores greater than 8 points on the SOAS-R, in line with Abderhalden et al. (2008) . Data about escape were derived by consulting staff with special experience with patients during various periods. 2. Minutes from weekly ward meetings when decisions about degree of freedom for specific patients were made, as well as administrative staff meetings minutes. Data for the last four years were lost. 3. Routine treatment evaluation and planning meetings for each patient. 4. Minutes from patient groups during 1999 and 2000. 5. Rotation lists identifying staff in all shifts over 13 years.
Data for the two first and four last years were lost. Distribution of staff by gender and educational level was estimated by sampling six weeks in the spring and six weeks in the autumn for each year. 6. Official ward documents, including assessment protocols and formalized treatment procedures, as well as work milieu investigation from 1993-1994. 7 . Laws, official publications, including published literature from ward staff, related to the handling of psychiatric patients and the operation of forensic treatment. 8. Focus group minutes providing information about staffpatient interaction patterns. This group was composed of eight ward staff members who worked on the ward from 1995 through 2006. A neutral moderator with no previous association to the ward interviewed the group. The interview was semi-structured, with questions about ward practice and routines related to autonomy variables. The session was audiotaped and transcribed verbatim, and the authors selected statements illustrating central topics.
Conclusions on findings were based on consensus in the focus group. 9. Consensus group minutes. This group consisted of three leading staff members with experience from the total period, critically checking descriptions of main events and changes. Conclusions on findings were based on group consensus. 10. The data sources are summarized in Table 1 , with additional information about evaluation of trends or time for introduction of programs.
The first author (RU) worked at the ward for the entire 18-year period as a clinical psychologist. The third author (KR) worked at the ward for the last nine years of the covered period as a general ward staffer (and contributed to this manuscript as a legal practitioner). The description of the background and setting is based upon our (RU and KR) personal recollections and experiences. The second (TP) and fourth (AM) authors were not involved in ward operations during the 18 years and contributed with methods and research design.
Changes and innovations in security variables; respectively divided in risk assessment, risk management and treatment are described, as well as aversive sanctioning, patient status, professional development, and number of violent incidents and escape.
RESULTS
Catchment area, ward tasks, and characteristics of the patient group have been stable during the period. Consequently these are not related to changes in patient autonomy (Table 2). Changes in contextual variables will therefore be the primary focus. We present the findings chronologically, with an emphasis on periods that are considered most relevant. These are: (1) opening phase and early years, (2) changes and innovations in the mid-nineties, (3) years of professional development and ideological changes towards the millennium turn and, (4) the years after the introduction of new laws. The main findings will subsequently be summarized in the categories of risk management, risk assessment, treatment methods, staff and organizational issues, and patient autonomy.
Opening Phase and Early Years
The ward opened in 1989. The staffing resources were considered quite good compared to other units in Scandinavia, with 1.3 ward staff per patient during day shifts (see Table  2 ), well-planned security programs, and well equipped with space and needed supplies. Patients were gradually admitted during the first year. Official ward policy stated that security measures had priority over treatment programs, even though both elements were considered important. Development of regime and routines followed this principle.
Once admitted, patients were initially restricted to the ward for the first six weeks of their hospitalization, before being eligible to go off the ward for walks accompanied by staff, provided this was evaluated as safe. In 1992, patients with low assessed risk levels were also eligible to leave the ward alone for walks around the hospital grounds (and later for brief trips into town). Violence risk was assumed to be generally high and stable for all patients, based upon history of violence and status of being admitted to a high security ward. House rules limited access to various indoor areas and activities, such as access to designated smoking rooms, the kitchen, and access to coffee. There were also considerable limitations on personal items and equipment. Body-building or weight training were evaluated as risk increasing activities and were not allowed (minutes from weekly meeting referred in Table 1 ).
Restrictions and activity options, after the initial six weeks, were made in staff meetings and communicated to the patients by ward staff. Variations in short-term risk was not emphasized, so aggressive behavior or other acting-out incidents often elicited a predetermined set of restrictions over days and/or weeks only (minutes from consensus group, referred in Table 1 ). Early administrative norms were particularly restrictive. In the first year it was reported that patients were not allowed to have physical contact with each other in order to prevent risky interaction, and that two or more patients were not allowed to be together in the same room without a staff member present (minutes of weekly meeting, referred in Table 1 ).
In this phase, there was no prominent place for ward milieu treatment programs. Group sessions or other group-based activities for patients were irregular, restricted to occasional meetings for planning of the day and occupational activities (such as handwork, training and gardening). Coordinated treatment planning between ward management (nurses and general staff) and the treatment staff (e.g., psychiatrists and psychologists) did not occur during the first decade (minutes from consensus group, referred in Table 1) .
A staff training program for self-protection and deescalation skills was implemented from the start, with an emphasis on respectful and therapeutic aggression management. Interventions of choice in the first decade often involved seclusion as a negative sanction for unwanted behavior. Even though sanctioning was not part of the official treatment program, its frequent use can be understood as a norm embedded in the ward culture (Table 3 , Use of coercive methods).
Changes and Innovations in the Middle of the 1990s
As a result of an investigation of the ward's working environment, the ward was reorganized in the autumn of 1994, and included changes in both leadership and ward staff arrangement. Those interviewed in the 1993-1994 investigation criticized the lack of treatment goals and standards, and a one-sided focus on security (Work milieu investigation 1993/94). As a response, more ambitious milieu treatment programs were introduced in the following years. In addition, systematic post-incident debriefing interviews, and a structured dialogue between aggressor and the assaulted with learning objectives as well as relational objectives, was implemented in the autumn of 1994. Both patients and staff responded positively to these changes. A parallel change from a custodial use of medication, to a more therapeutic use of medication also developed during this period, probably due to the introduction of new types of neuroleptics (minutes from consensus group, referred in Table 1 ).
Comprehensive, planned and mandatory programs replaced the previously more random patient activities. During the next six to seven years, a variety of activities were offered. Group activities, rather than individual activities, were prioritized. Encouragement and mild pressure to participate was common, but in some cases more insistent and unyielding measures were used to achieve participation (Table 3 , methods for attaining patient acceptance). Patients were required to get up by a specific time, eat breakfast, and attend the morning meeting in which the day was planned. Access to the living room and smoking facilities, and even private rooms for a period, was restricted during the activity time. Material reinforcements were used to further motivate patient participation (Minutes from consensus group, referred in Table 1 ).
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TABLE 3 Selected Statements from Focus Group about Treatment Regime After 1997
Patient rights "An awareness gradually developed that patients had rights that you had to meet (challenges) in other ways than earlier practice." ". . . There has been a clear development as regards self-determination . . . you were forced to relate to patient rights." "(I experienced) . . . a marked change related to new health laws . . . We had to accept this . . . even many staff did not like it." Group vs. individual approaches " (There was a) . . . (in order to have) a patient to join activity group against his will . . . we carried him into the lift." ". . . A young female patient was pulled by her legs through the ward, locked into the seclusion room and lost benefits. This had not been allowed today. " "(After introduction of new laws and more individual approaches) . . . forcing patients to wake and get up was not allowed." "(After introduction of new laws) It was a clear understanding that this (using pressure and coercion towards patients) was not allowed anymore, and this was loyally accepted by the staff group." Use of seclusion area "Patients could act out or threaten someone, and then a group of staff members gathered to plan transport to the seclusion area . . . often long time later . . . often the first shift next day . . . then it had a clear character of punishment . . . rather than remove patient when they were in need of calming down." ". . . it was a short way to seclusion area. . . more punishment than treatment, a very consequential way of thinking . . . rather than helping the patient when unstable and need seclusion . . . negative behavior resulted in negative consequences, independent of . . . situation . . . and staff group . . . " "Reaction time was short . . . if something happened, it was a short way to go to the open seclusion area to calm down . . . patients had to stay there for a fixed period of time . . . " "A verbal acting out, then right to the seclusion area. This had character of a punishment more than treatment." "It was a place they were drawn to of some reason they did not understand." "It was often experienced as unfair." "The open seclusion area of the ward changed character from being associated with time out and punishment, to being a place for regaining control and relieve stress." "The seclusion area has been a resource for the patients . . . to calm down." Consequential vs. coping strategies "Rules were rules, and that was how you mainly behaved." "It was strict consequential thinking . . . (patients) had to understand what they did . . . (this) changed very much." "(Change to) . . . a moderate practice of talking down situations rather than to intervene immediately. This has resulted in more (awareness of)
. . . interaction . . . " "This norm change seems to also be paralleled by increased tolerance for deviating and problem behaviors from the patients in everyday situations." Restrictions and limit setting Maintaining house rules ". . . the nurse in charge only needed to raise an arm. This was the norm when I left my former position in 2002 . . . When I started a new work period in 2007 this had come to an end." " (about earlier reactions to aggression). . . a kind of zero tolerance . . . " "(about targets for interventions) . . . patient disturbances which we tolerate in a quite different way today." Restrictions upon private properties and objects in the ward ". . . today rooms are full of objects which can be thrown or in other ways used to harm. I can't remember that anybody has used such objects to harm other people. " ". . . I remember a marked change (in 2002) in what. . . a patient was allowed to keep in her room. . . . we changed from being very conservative to very liberal." Methods used to influence patients Decline in mandatory activities "There were a lot of fine qualities in (earlier) treatment structure." ". . . not everything function better with liberal regimes, something is better with more strict regimes, as day and night rhythm, coffee routines, meals. Not all (change) has been positive." "I experience this (development) as a setback." Behavior targets and motivational methods ". . . (it was) low tolerance for what (behavior) many staff accepted . . . this was very dependent upon individual style . . . (with) great differences between staff groups." "Rules were rules and they were nearly absolute . . . there was a gradual change through 2001 and 2002 . . . when we . . . ignored this (deviant behavior)" "If patients did not want to rise and come to breakfast, there was no food before next meal. But as regards medication we were strict to have them medicated." ". . . (I am) thinking about harmful effects of medications without food. This practice is put to an end. . . . rewards were used for participation in activities but also sanctions for being passive. In retrospect I have no good feeling for this."
(Continued on next page)
TABLE 3 Selected Statements from Focus Group about Treatment Regime After 1997 (Continued)
Behaviour target, and motivational method ". . . restrictions upon coffee drinking . . . used as reinforcement for participation in activities . . . smoking was prohibited in activity time. " "Negative behavior resulted in negative consequences . . . independent of circumstances." ". . . sanctioning patients for not participating in activity programs, choosing to be passive . . . leaving a bad taste (in me) . . . to have your sitting manner corrected when you chose to be passive." "An example, possibly before 1996. A ward staff, expert in dog training . . . gave a little signal to (a patient) and (the patient) reacts immediately. (The staff) later commented how well this functioned. The patient was really scared; he did not dare to object." "In 1999 . . . I had then a feeling that . . . patients had mainly a good time. I heard that much was improved the last years . . . no one reacted upon the way patients were treated . . . nobody objected to the way patients were helped to get out of bed in the morning . . . it was ok to regulate access to coffee, and to use it as a reinforcement." "(After introduction of new laws and more individual approaches) . . . a genuine interest in ward staff to attempt to motivate patients (positively) to participate gradually evolved." Professional innovations Early risk assessment routines "An important indication about patient state was to . . . (know) the restrictions put upon him." ". . . it was very simple to do the job; we followed house rules, and they had to be followed very strictly." Assessment instruments and staff competence "HCR-20 . . . was introduced . . . I believe it contributed to increased awareness about patient's problems and (clinical) 
with increased demands for giving reasons (for interventions)
." "A great deal was fine earlier; psychical exercises and activities, hikes to the mountains, gardening, construction activities." ". . . a lot of good activities all the time; from the early nineties, and . . . decline in activity program . . . but interaction aspects has been softer and much more satisfying." Ward staff role Rule following vs. individual judgment "I believe that from 2000 and onwards more judgments were left to patient teams and the teams were involved more actively in patient treatment." "When I started working, I was told that during earlier years decisions were taken by ward leaders. Psychiatrists and psychologists did most of these tasks. Now teams were involved in decisions. It is not sufficient to be present on job (confirmed by other group members)." Higher expectations to staff "The demands upon staff have increased a lot. . . . (earlier) you had ward rules which had to be followed; now you have to do individual judgments. There are other expectations now" "It is much higher demands upon ward staff now than earlier, when we only had to follow house rules. Now . . . individual judgments are expected." Changed staff role "More judgments are let the ward staff have and staff teams are more active . . . " "Ward staff of all professions feels they are taken more serious now, more listened to." Whereas a static patient group characterized the first five years, the patient flow increased during the middle and late 1990s, with new admissions occurring more frequently. This meant a transition from a low patient density in the first years, to increased bed occupancy (Table 2) . To allow for a more flexible patient administration and to strengthen the professional milieu, an associated local medium-security ward was established in 1997.
After weekly decision meetings patients were more often permitted to leave the ward alone during this period. After 1996, 20% to 35% of the patients yearly got this opportunity (Table 2) . At the same time, there was no change in the portion of patients completely restricted to the ward, which indicates a more pronounced distinction between assessed risk levels and more active assessment and management of risk ( Table 2) .
The concept of specific and changing risk assessment of each individual patient was not part of ward management. Over time, the increased contact with other forensic milieus and publication of relevant literature influenced ward practice related to these subjects. Risk assessment instruments and routines were introduced in 1997, where risk factors related to patient history, present state, and future life situation were key elements. This introduced dynamic risk factors and short-term fluctuations to clinical assessment and decision making. With a routine of weekly risk assessments, dynamic assessment facilitates more rapid normalization after violent episodes (Table 3 , Professional innovations).
Changes Around the Millennium
The years towards the end of the 1990s and early in the new millennium were characterized by changes in several important areas (i.e., availability of increased funding for higher qualified staff, professional development, less restrictions and coercive interventions, and decreased use of intrusive demands; see Tables 2 and 3) .
Economic resources to the ward increased after 1998. Whereas in the initial years, about 25% of the ward staff had three years or more of health care education, this proportion nearly doubled in the late nineties. A similar increase in the proportion of female staff was also encouraged (1992, annual report) and achieved, thus providing a community reflecting the even distribution among the sexes in the society in general (Table 2) . Following the establishment of an associated forensic research center in 1999, interaction with other professional and academic milieus was further increased. After the millennium, increased budgets offered opportunity to expand the range of activities provided, also to make improvements in the physical milieu.
Routines on evaluating discharge plans were introduced in 1995. From 1999 and forward nurses and psychiatrists/psychologists collaborated in writing treatment plans as a standard operating procedure, including treatment goals related to coping and enhancement of protective factors (Minutes from consensus group, referred in Table 1 ). The changes brought on an expansion of the role and involvement of the ward staff in basic decision making. Staff participation in decision meetings increased, and around year 2000 the introduction of continuous revisions of treatment plans and weekly risk assessment procedures further increased staff participation. In addition, many decisions were transferred from formal senior clinical staff meetings to the treatment teams caring for the individual patients (Table 3 , Ward staff role), with an increased ward staff responsibility for individual judgments. This promoted inclusion of patients' perspectives in decisions. It was also then possible to depart from strict adherence to rules in challenging interactions, and to encourage more creative problem solving in problem situations (Table 3 , Use of coercive methods).
A reassessment of risk levels was initiated. Restrictions on access to various interiors of the ward were gradually liberalized at the end of the nineties. Activities and situations previously restricted were now assessed as less risky, with a corresponding expansion of access to the kitchen, mobile phones and PCs as well as more private furniture and furnishings in patient rooms. Access to the Internet under supervision became possible (Minutes from weekly decision meetings, referred in Table 1 ). Visitors' access to the ward area and patient rooms, which had initially been banned, became possible. From the year 2000, a tradition of "garden parties" for relatives was introduced, inspired by discussions in a patient group.
Even as the mandatory requirement of activity programs continued, there was a less coercive character to the encouragement to participate (see Table 3 ). Toward the end of the 1990s, the activity program included weekly therapeutic group meetings, gardening, construction activities, boat trips, fishing, physical training, and participation in volleyball tournaments. New opportunities for increased participation by patients also arose in this period, such as patient participation in purchasing furnishings in common areas of the ward and budgeting for a greater range of food for weekends (Minutes from patient group referred in Table 1 ).
Management of risk situations changed considerably. The previous coercive forms of transfer of agitated patients to the open seclusion area was gradually replaced by more frequent engagement in discussions with patients on the benefits of moving to a calmer setting (see Tables 2 and 3) . Strict rule adherence, influenced earlier by "zero tolerance" concepts was replaced by a strategy of "wait and see if safe," using communicative and de-escalation skills and taking greater account of the recourses of the patient (and not just the vulnerabilities). Physical and coercive interventions in many high-and medium-risk situations were replaced by verbal and relational interventions, with greater emphasis on patient opinions and participation (see Tables 2 and 3 ). In addition, the staff training program continued to be guided by the principles of de-escalation of risk situations. These principles were frequently elaborated, leading to our book about aggression management (Hanssen, Stakseng, Stangeland, & Urheim, 1999) .
Two incidents from the late 1990s, experienced by one of the authors, illustrate the emergence of self-asserting and independent judgments and decisions among the nurses. On one occasion, a nurse disregarded ward policy about restrictions on patients and arranged a successful fishing trip. This was not sanctioned, but rather silently approved. Another example concerned challenging routine use of the open seclusion area after aggression. A nurse terminated the stay in this area for a patient he assessed as stabilized and instigated alternative activity outside the ward. His decision was in conflict with unwritten rules and legitimacy of this practice came into question.
The Years After the Introduction of New Laws
New laws earmarked to improving quality of service and patient rights were passed in 1999; these went into effect in 2001 (Ministry of Health and Care Services, 1999a , 1999b , 1999c . Whereas coercive and restrictive measures, such as restrictions on communication, visits, and forced segregation, were previously determined by the judgment of the chief psychiatrist, they now became subject to legally binding clinical guidelines. These included specification of conditions warranting justification of various decisions, limits on duration of use of the various measures, as well as routines on documentation.
The structured group activity program implemented in 1994 declined rapidly after 2001, because key staff left the ward and growing dissatisfaction with the need to pressure patients to participate. Individual voluntary activities based on proposals from staff or requests from patients continued and were expanded. However, some ward staff also complained about the lack of organized activity and increased patient passivity. Previous strict schedules for getting up, having breakfast, as well as activities at night, were liberalized.
Other social opportunities, such as having coffee, smoking, and socializing at night, were made more available. If not given reasonable grounds, patients could now legally refuse room searches for illegal objects (see Tables 1 and 3) .
More elaborated and dynamic risk assessment procedures were implemented in 2002. Clinical state and probable new future risk of violent behavior was regularly evaluated and made a regular agenda item for weekly clinical decision meetings. A staff educational program supporting these procedures was introduced, facilitating more active participation of the ward staff in clinical judgments (see Table 1 ).
From 2004, conflicts about security procedures and staff safety among ward staff surfaced and continued for the duration of the period. They were allegations of a lack of security standards and disagreements on appropriate norms restrictions on patients and demands for patient participation in available programs.
The important milestones of the ward history described in this section are presented in Table 4 . These are described along with the categories of risk assessment and management, treatment, organizational change, adjusted ward staff roles, and patient autonomy.
Changes in Violence and Escapes
Incidents associated with patient violence and escape is presented in Table 2 . The rate of severe aggressive episodes in the first five years (mean per year 276) was nearly halved during the last five years (mean per year 146) of the 18-year period. The frequency of escape was low throughout the 18 years, occurring once to twice most years.
DISCUSSION
The use of coercive interventions and behavioral restrictions decreased gradually and continuously over the course of 18 years at the ward. Implementation of new laws emphasizing One type of coercive intervention, immediate transfer to the seclusion area in risk situations, seems in some ways to have been in conflict with professional principles of aggression management, emphasizing collaboration, negotiation, and coping (Harris & Morrison, 1995) . Towards the end of the 1990s, less resolute and rigid ways of problem solving gradually replaced former guidelines. This led the ward staff to accept higher levels of uncertainty. Confrontive coping (Whittington & Wykes, 1994) contributing to conflict escalation may have diminished, parallel to a reduction of anxiety levels in risk situations, a notion supported by reduced use of force in aggression management during the same period. Coercive measures may also occur through informal sanctioning related to moral judgments (Crichton, 1997) . Changed attitudes towards punishment and discipline seem to have occurred parallel to changed judgments of risk situations and alternative use of the seclusion area as an arena for increasing patient coping skills. More relaxed attitudes to aggressive incidents seem to be related to the notion of Secker et al. (2004) emphasizing "emotional support, critical reflection and learning and the pursuit of accountability" rather than a position of "zero tolerance."
Several paternalistic practices related to treatment compliance, participation in mandatory activities, and acceptance of the ward demands previously experienced as necessary and important seem to have gradually been abandoned. Custodial use of medication diminished from the middle of the 1990s. Increased attention to patient perspectives and suggestions started some years before comprehensive legal changes were implemented in 2001, where patients' rights were emphasized.
A reduction in restrictions imposed on patients for safety and security purposes may have changed the basis for patient control, as well as staff-patient conflicts rooted in patient frustrations . A movement from environmental towards relational security principles, (Kennedy, 2002) and static to dynamic risk management (Webster et al., 1997) paved the way for individual and systematic descriptions of risk factors and changed the premises for decisions and ward rules. A move towards normalizing patient risk status after incidents, increased flexibility and increased access to regular activities may have reduced patient frustrations.
The years just before and after the millennium seem to have been of special importance. New professional perspectives were introduced, leading to increased focus on patient perspectives, gained momentum from increased resources, the strengthening of the nursing staff's self-assertion and confidence. These shifts were later reinforced by legal changes. These factors may have contributed to flexible judgments and less dependency on rule obedience. Increased quality of treatment plans and evaluation of progress may also have contributed to the described development.
The concept of organizational culture is useful for understanding patient-staff interactions in psychiatric wards exposed to violence (Duxbury et al., 2006) . Following Schein's conceptual analysis (1992) we have described findings of cultural manifestations of the organization in this study, such as rules, procedures, and behaviors. Schein also points to values and basic assumptions as additional concepts necessary to understand culture. The process described in our study indicates that authoritarian and custodial values gave way to values emphasizing patient rights and shared clinical decision making among the staff with close daily contact with the patients. These values may, however, be also based on a change in attitudes and long-held assumptions on violence risk management. Introduction of relational and dynamic safety and security concepts has given way to a more individualized regime, with more emphasis upon patient perspectives. This suggests that a cultural change has occurred during the change process described.
Adverse effects of the change processes described, contributing to increased ward vulnerability, must be addressed. Reduced demands and restrictions upon patients may entail experience of diminished safety and security, which may strain staff members and contribute to conflict. Some members of the nursing staff reacted negatively to the more egalitarian organization, the legal changes that reduced behavioral control of the patients, and the reduced emphasis on mandatory group activity.
Our findings may lead to hypotheses about compatibility between patient autonomy and security measures. Adverse patient behavior may be modified by dynamic and relational approaches to risk assessment, non-aversive measures to influence patient behavior, or facilitating patient cooperation about treatment and risk management. Using a broader specter of outcome variables such as patient experience of autonomy and work strain reported from staff, future hypotheses could be tested in case studies, preparing for a more large-scale multi-site study by RCT-design.
Strengths and Limitations of the Study
Conclusions are supported by triangulation (i.e., using converging data from separate sources and examining parallel change trends). The study is based on data covering a long time period and attending to important issues for the ward by observers with close contact to a variety of arenas. Various sources have been investigated including minutes from meetings, patient files, administrative data, and official ward documents. However, the data in part is based on the memories of participants involved in staff conflicts over the years, which obviously is a source of bias. Another weakness in the study is the lack of subjective patient reports of perceived autonomy. Finally, this is a case study, with its inherent limitations to generalizations.
Conclusion
Maintenance of acceptable standards of security in regard to violence and escape has been compatible with increased patient autonomy during the 18-year development of a Norwegian high-security ward. A more reasonable use of coercive and restrictive measures is indicated. This is probably due to contextual factors, and not changes in the patient population. An established culture of safety and security, with salient static elements, was gradually replaced with more dynamic and flexible measures, with increased emphasis upon relational safety and security. Understanding risk as an interactional and relational phenomenon gradually became a focal issue.
